SUMMARY Until recently the basic geographical unit in England and Wales for the compilation of population and mortality data has been the local authority administrative district. Epidemiologists have made little use of the mortality data available from 1950 for small administrative districts: municipal boroughs, urban and rural districts. In April 1974 the boundaries of administrative areas were radically revised, but mortality data for the old districts were still compiled up to 1978. In this paper we review the material available for small districts and its uses and limitations for research into the causes of cancer. It is argued that these data covering 29 years deserve to be more widely used both for generating clues and for testing hypotheses about the aetiology of cancer and other chronic diseases. Two effects of migration would seem to be relevant here. Firstly, mortality rates of migrants moving for other than health reasons are lower than those of the general population,"' so that comparisons of areas with very different proportions of inward or outward migrants could prove misleading. Secondly, in a district where exposure to a carcinogenic factor has occurred, some deaths of exposed persons will be lost due to outward migration, and the population at risk will also be diluted by recent inward migrants; migration thus gives rise to a general dilution effect in studies of cancer variations. Clearly local levels of migration must be examined before districts are selected for study, and must be considered carefully when results are assessed. (3) Mortality versus morbidity data It is well recognised that mortality data are subject to some degree of inaccuracy arising from diagnostic errors on death certificates. Nevertheless, as pointed out by Adelstein,20 mortality statistics are recognised to be sufficiently accurate for many types of research including studies of geographical differences, and their use is increasing.
In theory some of the problems inherent in the use of death data might be avoided by the use of data from cancer registries. For example, all cancer sites could be covered, and neoplasms not recorded on death certificates as underlying causes of death would be included. The problems of delay between diagnosis and death and of migration due to the disease itself could be avoided. It is, however, known that registration is incomplete, 2' 22 and that the degree of incompleteness varies in different hospital regions.23 Where registration is seriously incomplete the omissions are unlikely to be random, and could be related to area of residence. No registration statistics for small areas are routinely published, and some registries are not equipped to provide more detailed unpublished data. Moreover, since April 1974 registries have ceased to use the old local authority definitions.
For these reasons we consider that death records must at present continue to be the main source of data for the study of cancer variations in small administrative areas. However, we agree with Freedman and Rubin12 that whenever possible data from more than one source should be utilised, and some registries can provide material which can be used to check and augment the basic mortality data. (4) Apart from purely descriptive studies, we feel that district data can be used for generating and testing aetiological hypotheses. Where a variable of aetiological interest is highly concentrated in certain areas a geographical study may be an appropriate first step in testing a clue or hypothesis; it may indicate whether or not special studies are justified, and, if so, where effort should be concentrated. Compared with special studies using, for example, the case-control or longitudinal approach, geographical studies are relatively quick and economical in terms of both money and manpower, because they utilise routinely collected and readily available data.
Undoubtedly one of the reasons for the limited use made of these data is that considerable care and effort are involved in their handling, owing to the limitations and practical problems we have outlined, and to the need to allow for confoundjng variables. In particular the difficulty of small numbers may limit the scope of some studies, and over the period 1950-78 migration has become a confounding factor of increasing importance. However, in our opinion these limitations and problems in no way preclude the judicious use of the data.
From 1980 the OPCS are using the postcode area as the basic geographical unit for mortality data. Although postcodes may allow considerable flexibility in geographical mortality studies, there are likely to be many problems associated with their use. For example, not only are postcode boundaries liable to change but they also cut across local authority area boundaries. In addition, reliable population estimates will be available only at census dates. In the meantime it is unlikely that mortality data will be available after 1978 for urban and rural districts as formerly defined, and statistics covering the new county districts are of limited use for the types of study we have discussed.
Area mortality statistics are thus in a transitional stage, and in view of this and the increasing problem presented by migration, we feel that it is all the more important to make the maximum use of the 29 years' mortality data available on the old administrative districts of England and Wales.
